PHYSIOLOGICAL HEALTH PROBLEMS
In total, four studies reported on physical illness and work related travel. The first study (Steffen, 1987) determined a higher frequency of health problems for European travelers who went abroad for work (20%) than for vacation (15%) or other reasons (19%). These findings have limited applicability for ffiTs because business travelers made up only a small percentage (1.2%) of the sample. By contrast, Cossar (1990) reported in a study of 14,000 Scottish travelers no significant correlation between rates of illness and reason for travel (work: or pleasure). The third and fourth studies targeted American business travelers. Liese (1997) reviewed the health insurance claims of more than 10,000 World Bank employees and compared nontraveling employees with traveling employees. The researchers determined traveling employees filed health insurance claims at a greater rate than nontravelers, and men filed more frequently (80%) than women (18%). Kemmerer (1998) surveyed 350 corporate travelers at Coca Cola Company and found they experienced a variety of health problems, such as travelers' diarrhea (35%), respiratory infections (29%), skin rashes (10%), fever (7%) and injuries (3%). Neither of the latter two studies undertook comparisons with other U.S. based working populations.
Typically, most travel health studies focused either on the general traveling population or specific subpopu-lations. For general travelers, many studies in the past decade examined the relationship between physical health and travel. Overall, these studies reported relatively high rates of illness. For example, several studies (Ahlm, 1994; Behrens, 1994; Bruni, 1997; Bryant, 1991; Cossar, 1990; Getz, 1990; Reed, 1994) reported between 36% and 54% of international travelers experience illnesses. These figures contrast with an earlier survey of 10,000 Swiss travelers that found almost three quarters suffered from health problems while traveling in the tropics (Steffen, 1985) . Generally, researchers concluded (Bryant, 1991; Getz, 1990 ):
• All travelers run a high risk for disease. • Although the risk for fatal infections still exists for international travel, they seldom occur.
Studies specifically targeting subpopulations of travelers also reported high rates of illnesses. For example, for relief workers, journalists, tourists, Peace Corps volunteers, foreign students, and expatriates, the rates of illness range from 29% to 78% (Bernard, 1989; Ericsson, 1995; Hoge, 1996; Ryan, 1990; & Sharp, 1995) . Another retrospective study (Lange, 1994) of the health records of international church based refugee workers based in Somalia, Ethiopia, and Malaysia between 1981 and 1988 showed high annual prevalence (1.13 to 1.63) and incidence (0.69 to 2.17) rates for illness. This study found 90% of the church workers (n = 38) had at least one episode associated with a health problem (excluding upper respiratory illness), which resulted in lost time from service.
Still other studies identified and examined specific diseases and health problems acquired overseas. Although few data exist for IBTs, comparable data for the general traveling public describe and rank various travel related health problems.
Malaria and Other Tropical Diseases
The increase of malaria among travelers, specifically choroquine resistant malaria, holds particular interest for practitioners and researchers. Data showed increases among travelers in Canada, United States, Germany, Italy, the United Kingdom, and the Netherlands (Behrens, 1990; Bloland, 1995; Bradley, 1993; Calleri, 1994; Cossar, 1990; Froude, 1992; Held, 1994; Svenson, 1995; Wetsteyn, 1995; Zucker, 1993) . Many reasons exist to explain the increases, but discussion of them is beyond the scope of this review. In addition to malaria, researchers have studied other tropical diseases, such as cholera, typhoid, and yellow fever. However, these diseases occur infrequently in North America, and the research is limited. Therefore, they do not receive attention in this review.
Gastrointestinal Problems
Travelers' diarrhea and gastrointestinal symptoms like abdominal pain, nausea, and vomiting remained the most frequently reported health problems of travelers visiting tropical and subtropical areas in the developing world (Bruni, 1997; Bryant, 1991; Cossar, 1990; Getz, 1990; Hilton, 1989; Meuris, 1995; McIntosh, 1997; Stef-AUGUST 2000 , VOL. 48, NO.8 fen, 1983 . Incidence of travelers' diarrhea usually ranged between 20% and 60%, although some researchers reported higher rates. For example, Russell (1993) found 86% of returning Canadian travelers had diarrhea either during or after their travels. However, their sample differed from others in two important respects: respondents specifically visited the clinic for a posttravel assessment and many (24%) stayed abroad longer than 9 months, with some staying as long as 6 years.
Associated Complaints
Occasionally researchers reported on the incidence of other types of health problems. For instance, several studies (Ahlm, 1994; Beller, 1993; Bernard, 1989; Bruni, 1997; Bryant, 1991; Getz, 1990; Sharp, 1995; Steffen, 1987) reported on such problems as exhaustion, sunburn, common colds, insomnia, fever, skin problems, headache, dyspnea, respiratory tract infections, dental problems, and constipation. By comparison, few studies documented the incidence of jet lag or symptoms of jet lag following long distance air travel (Petrie, 1994; Redfern, 1994 ). Yet, jet lag symptoms can persist up to a week and range from mild weakness, irritability, headache, lightheadedness, loss of appetite, fatigue and loss of energy to more disturbing complaints of disruptions in sleep patterns, disorientation, impaired concentration and gastrointestinal disturbances (Nicholson, 1993; Petrie, 1994; Redfern, 1994; Waterhouse, 1997) . Two studies (Getz, 1990; Steffen, 1985) , which looked at the problem of sleep disturbance, found approximately 10% to 12% suffered from insomnia. However, Steffen (1985) did not attribute the symptoms to jet lag because those who exhibited the most symptoms traveled from Switzerland to West Africa, which involved minimal time zone differences.
Accidents and Injuries
Additionally, "travel illness may also result from noninfectious causes, such as road accidents and environmental exposure" (Porter, 1992) , as well as breaches in personal security. Disabilities and fatalities resulting from incidents represent a major threat to travelers (Hargarten, 1994; Murray-Bruce, 1984; Paixzo, 1988; Reid, 1993; . In particular, injuries related to motor vehicle accidents, as well as accidental falls, assaults, homicides, and recreational accidents (e.g., swimming and watersports), are significant causes of mortality and morbidity among travelers (Baker, 1992; Hill, 1988) . Indeed, Paixzo (1988) found in a study of Scottish travelers that 18% of travel related deaths resulted from accidents and injuries, especially among younger people.
Several studies investigated the incidence of accidents or injuries among international travelers, but, again, few reported specifically on business travelers. For traveling employees, Liese (1997) reported a higher incidence of injuries, especially back injuries among males (80%) and females (30%), as compared to nontraveling employees. The researchers suggested carrying luggage and preexisting medical conditions possibly contributed to increased back claims. However, they did not distin-guish between compensable work related injuries and nonwork related claims. Kemmerer (1998) reported 3% of travelers had musculoskeletal injuries. However, the study also did not distinguish clearly between work and nonwork related incidents.
For tourists and vacationers, Bruni (1997) and Steffen (1987) found 0.5% to 0.8% reported traffic accidents, assaults, and accidents caused by watersports. Lange (1994) found 6% and Ahlrn (1994) found 7% had minor accidents. By contrast, Sharp (1995) reported 13% of relief workers experienced minor trauma, while 6% experienced major trauma, resulting in two deaths. Bernard (1989) found a 19% nonvehicular injury rate among Peace Corps volunteers. By way of explanation, some authors (Hill, 1988; McIntosh, 1990; Yung, 1994) pointed out that road accidents occur commonly in many developing countries because of poor roads, haphazard vehicle maintenance, and variances in competence among taxi and bus drivers.
FACTORS CONTRIBUTING TO PHYSIOLOGICAL HEALTH PROBLEMS
Many studies for general travelers collect data about various factors related to health and travel. Although few have been described for lliTs, some potential factors are examined here. They are grouped according to sociodemographic factors, travel related factors, preexisting health, preparatory factors, work related factors, and help seeking behaviors.
Soclodemographlc Factors
Age. Age remains a risk factor for travelers' diarrhea and other health problems for international travelers. However, discrepancies among studies suggest the findings are inconclusive. For example, several studies targeting general travelers, did not find any association between age and health problems (Beller, 1993; Bryant, 1991; Getz, 1990; Reed, 1994) . Other studies reported younger people generally experienced more travel related health problems (Ahlm, 1994; Cossar, 1990; Getz, 1990; Hoge, 1996; Sharp, 1995; Steffen, 1983 Steffen, , 1987 . These findings have substantial limitations because they include young children, who are considered more at risk for problems like diarrhea (DuPont, 1993) , and older adults, who also are considered more vulnerable. Getz (1990) suggested immunity and lifestyle likely confound the findings.
Whatever the importance of these studies, they have limited usefulness for two reasons. One, they do not adequately sample lliTs. Two, these studies examined a wide range of ages, whereas lliTs tend to fit into a narrower, middle age range. For example, in one study (Kemmerer, 1998) lliTs have a mean age of 41 years, while in another (Liese, 1997) 52% of lliTs were older than 45. Neither study reported exact frequencies, but their data suggested IBTs likely differ from other travelers with respect to age.
Gender. Conversely, researchers seldom implicate gender as a risk factor for travel illness. Although Liese (1997) found differences in the number of reported insur-ance claims between males and females for lliTs, several other studies for tourists found no difference in reported symptoms or rates of illness between males and females (Beller, 1993; Bryant, 1991; Cossar, 1990; Getz, 1990; Reed, 1994) . However, most of these latter studies showed a relatively equal distribution of men and women. This suggests when tourists dominated the sample, a balanced gender ratio existed; whereas studies composed of business travelers likely include more males. Indeed, men dominated the samples in the two recent studies of traveling employees (Kemmerer, 1998; Liese, 1997) .
Economic and Education. Some researchers suggested business travelers, like affluent tourist travelers, face less of a risk for travel related health problems (Lawee, 1989) . That is, they have access to a higher standard of local transportation and accommodation while abroad. However, Cossar (1990) noted no significant correlation between rates of illness and socioeconomic status. No other studies examined these factors.
Travel Related Factors
Prior Travel Experience. The effect of previous international travel experience on health outcomes remains unknown or inconclusive. For instance, Steffen (1983) found increased incidence of travelers' diarrhea with less prior experience (p < .(01). However, Steffen (1986) later determined that individuals with previous experience did not necessarily have a reduced incidence rate of travelers' diarrhea (p = .0004). Lange (1994) found that relief workers who experienced illness and lost time from service had just completed their first overseas tour of duty. However, the researchers failed to make comparisons between relief workers with different levels of overseas experience. No other studies specifically took this factor into consideration.
Frequency of Travel. The effect of frequent international travel within a short time frame still needs to be studied. Most research on pilots and other airline personnel concentrate on jet lag issues and not on general health problems. However, Liese (1997) reported health insurance claims for traveling employees, especially rates of reported infectious diseases, increased with frequent travel. No other studies examine IBTs or similar populations who travel frequently.
Length of Stay. The data linking duration of stay to travel related health problems also remain inconclusive. In some studies, the onset of travelers' diarrhea occurs early in the course of a trip. For instance, Steffen (1983) found 62% of the illnesses occurred within the first week of travel. Later, Steffen (1986) reviewed epidemiological studies from 1975 to 1984 and found between 30% and 40% of individuals reported travelers' diarrhea in the first 2 weeks of travel. Similarly, Cossar (1990) determined significantly lower illness rates (4%) in those staying abroad for longer than 30 days, as compared to those with varying lengths of stay (23%), presumably fewer than 30 days. In a large study of short term travelers, Steffen (1985 Steffen ( , 1987 determined that 33% of travelers who stayed an average of 21 days suffered from diarrhea. However, this research focused on chronic or severely incapacitating forms of travelers' diarrhea and did not analyze the relationship between illness and length of stay.
By contrast, other researchers (Ahlm, 1994; Bryant, 1991; Cossar, 1990; Sharp, 1995) found travelers who stayed longer than 21 and fewer than 60 days had significantly more travel related health problems, (i.e., skin rashes, fevers, malaria, or travelers' diarrhea). Similarly, Hoge (1996) found expatriates had more symptoms of diarrhea than tourists. These data suggested an association between longer duration of stay and illness. However, Bryant (1991) pointed out the risk in this interpretation because of the increase in "person days at risk" with extended stays. The researchers suggested a direct relationship between illness and a longer length of stay likely occurs because of the probability of undertaking high risk behaviors, including travel to high risk remote regions.
Examination of these data requires caution because of the way researchers defined "length of stay." All researchers differed in their precision and how they defined "short term," For example, some researchers compared days, weeks, or months, while other researchers referred to short term travelers as those staying as long as 6 months overseas.
Destination. Researchers (Cossar, 1989 (Cossar, , 1990 Hill, 1988; Steffen, 1987; personal communication, M. Russell, March, 1997) repeatedly state anyone traveling to Latin America, Africa, the Middle East, and Asia runs a higher risk for contagion. For instance, Steffen (1991) said the highest rates for travelers' diarrhea, ranging between 20% and 55%, occurred in developing countries. Reed (1994) reported travelers to Africa and Asia had higher rates of illness (68%) than travelers to all other destinations (38%). Ahlm (1994) found a significantly greater rate of illness among travelers to high rather than low risk areas (p < .01). Hilton (1989) found the incidence of diarrhea highest among travelers to East Africa (44%) and Southeast Asia (42%). Similarly, Lange (1994) found in a study of two African countries and one Asian country 57% of gastrointestinal infections resulted from food and water contamination and depended on the specific destination. For example, travelers had a 2.5 times greater risk for gastrointestinal infections in Somalia as compared to Ethiopia and Malaysia (Lange, 1994) . Most researchers suggested lower hygiene standards in developing countries contribute to the higher incidence of illnesses or infectious diseases.
In addition to the inherent risk in traveling to certain countries, travel to remote or rural regions carries a greater risk than travel to urban areas (Bryant, 1991) . However, no study to date examines or reports on the relationship between infectious illness and rural destinations.
With respect to East and West travel destinations, researchers agreed an association exists between crossing multiple time zones and jet lag (Waterhouse, 1997) . However, no published research provides data describing the experiences of IBTs.
Accommodation and Eating Facilities. Eating in first class restaurants or preparing one's own food supposedly represents less risk than eating food prepared by local AUGUST 2000, VOL. 48, NO.8 street vendors. Getz (1990) found significantly fewer episodes of diarrhea among travelers who selectively ate in first class restaurants, such as international hotels, as opposed to travelers who ate in smaller establishments or bought food from street vendors (p < .05). Bryant (1991) also found eating food bought from street vendors significantly relates to the occurrence of diarrhea. Cossar (1990) found 69% of travelers staying in hotels or self catering accommodations reported a slightly lower rate (26%) of diarrhea. However, Cossar (1990) did not describe the other types of accommodation. This omission has some importance because Steffen (1986) said visitors to four star hotels did not necessarily have lower incidence of travelers' diarrhea. No other recent studies established an association between type of local accommodation, eating facilities, and illness rates.
Preexisting Health Problems
One supposes preexisting or chronic health conditions affect ffiTs, although no study demonstrates any such relationship. Instead, research studies contain a variety of unrelated facts about the general public. In one study of American travelers, Hill (1991) found 27% had a preexisting chronic condition. Hill (1991) suggested these preexisting conditions can affect pretravel planning, including the choice of antimalarial medication. Importantly, some conditions may influence decisions about an employee's ability to travel and work overseas, and may preclude travel altogether (Hallett, 1986; Murray-Bruce, 1984) .
Preparatory Factors
Pretravel Advice. Researchers study different aspects of predeparture preparation, but the results often disagree. Cossar (1990) found 56% of the respondents (n = 654) did not seek pretravel health advice. Russell (1993) found only 29% of returning travelers who visited their travel clinic sought pretravel advice. More important, Reed (1994) found only 20% of travelers attending a physician's general practice (n = 605) actually received pretravel advice. On the other hand, Sharp (1995) found the majority of journalists (80%) and relief workers (90%) in Somalia received pretravel health advice. Cossar (1990) and Reed (1994) suggested high risk destinations likely influence whether travelers seek advice. Indeed, Reed (1994) found "travelers to Africa or Asia...were more likely to seek pretravel advice (68%) compared to those traveling to destinations perceived as having less risk (14%)." This strongly suggested an association between destination and advice seeking behavior. Along the same line, Getz (1990) suggested vaccination requirements may also contribute to whether travelers seek pretravel advice.
Efficacy of Pretravel Advice. Certainly, the efficacy of pretravel advice has the same importance as seeking advice. However, research findings remain inconclusive. Sharp (1995) demonstrated that significantly more respondents who did not receive medical consultation prior to departure exhibited an increased risk for febrile illnesses. No studies demonstrated pretravel advice or information actually reduced the risk of travel illness.
Ironically, several studies (Cossar, 1990; Reed, 1994) indicated a higher proportion of people who received pretravel health advice experienced a travel related illness.
Source of Pretravel Advice. Studies examining the source and adequacy of pretravel health infoonation accessed by travelers produced equally perplexing data. For instance, Cossar (1990) found travelers more frequently consulted travel agents for health advice than family physicians or travel clinics. Yet, Reid (1986) reported travel brochures provide inadequate advice, placing travelers at risk if they rely solely on these sources for pretravel advice. Other research (Campbell, 1987; Cossar, 1990; Keystone, 1994; Mott, 1990 ) reported general practice physicians offer inadequate or incorrect advice. No other studies examine the relationship between various infoonation sources and illness rates or whether the decision by travelers not to access their physician or travel clinics occurred because of choice, limited access, or availability of health providers.
Work Related Factors
Another area receiving little attention in the literature relates to organizational factors. Several authors (Kim, 1988; Palchak, 1996; Sharp, 1995) remarked on the "abruptness" with which companies send employees on international assignments. This practice conflicts with the recommended notice time required for adequate immunization and chemoprophylaxis protection. Also, it diminishes the time available for adequate pretravel health advice and cross cultural preparation. No actual data reported on how often this occurred or its impact on the health of employees. Employees likely face greater and unnecessary risk for illness and disease, especially when flying to geographic areas with endemic health problems without receiving their full series of immunizations and advice on preventive measures.
Help Seeking Behaviors
The help seeking behaviors of travelers receives minimal attention in the literature. Several international studies (Ahlm, 1994; Bruni, 1997; Cossar, 1990; Getz, 1990; Reed, 1994; Steffen, 1987) of general travelers showed between 7% and 24% sought help while abroad or consulted a doctor at least once because of a health problem, usually unresolved travelers' diarrhea. By contrast, Bryant (1991) found 64% of Canadian travelers with diarrhea "sought treatment...[while abroad] over and above the self treatment recommended pretravel by the travel clinic." Reed (1994) compared rates of help seeking behaviors while abroad between groups of travelers who visited a clinic prior to travel and those who visited a general practitioner. The researchers found lower rates of help seeking behaviors abroad (X 2 = 5.99, p < .02) among travel clinic attendees, which they suggested may be explained by the greater likelihood of travel clinic attendees to self medicate while abroad. It is possible that higher rates of help seeking behavior abroad indicate the relative seriousness of an illness (Getz, 1990) , or perhaps travelers' limited knowledge about self treatment and handling of travel related health problems. It may also indicate travelers' heightened awareness of the importance of professional treatment, especially when traveling in the tropics.
Similarly, travelers who seek help on their return possibly do so because their condition still warrants attention or because the pathogen has a longer incubation. Some studies (Bruni, 1997; Getz, 1990; Steffen, 1987) determined between 15% and 25% of travelers experience health problems on return home. Others reported between 20% and 48% of travelers who had an illness consulted a physician on return home (Getz, 1990; Reed, 1994) . Bruni (1997) , Steffen (1987) , and Getz (1990) showed hospitalization rates of these travelers ranged between 1% and 4%, testifying to the seriousness of their problems. No studies examine the help seeking behaviors of IBTs. However, Kemmerer (1998) found 12% of corporate travelers sought medical treatment for their problems.
PSYCHOSOCIAL HEALTH PROBLEMS
In addition to physical illnesses and injuries, psychosocial problems, (i.e., stress, anxiety, culture shock, and adjustment problems) can occur when traveling to, and when living and working in new physical, cultural and organizational environments. However, the majority of research focuses on long teon populations. Until recently, no comprehensive data, either domestic or international, specifically examine psychological morbidity for short teon ffiTs. In the World Bank study, Liese (1997) documented an increase in claims for psychological stress disorders among traveling employees as compared to nontraveling employees. In a subsequent study, more than a third (36%) of the sample (n = 498) reported high to very high levels of travel stress-including family, health, social, and work related concerns (Striker, 1999) .
For the general traveling public, two studies documented a variety of travel related anxieties and stressors. In the first study, McIntosh (1996) compared the incidence of travel related anxieties in travelers and nontravelers and found overall 63% admitted to travel related anxieties. Although results showed nontravelers worry more than travelers, approximately 30% of the travelers worried about infected food and contaminated water overseas, and 20% had a fear of flying. In the second study, McIntosh (1998) surveyed travel agency clients and travel clinic clients to compare in flight health problems and anxieties. The researchers found almost half of the air travelers (n = 238) reported common health problems, such as ear problems (55%) and headaches (41%), and flight related anxieties, including flight delays (51%), take off (42%) and landing (44%), and baggage reclaim (40%) concerns. In some of the categories women reported more physical health symptoms and anxieties. Travel agency clients reported more anxiety, but not more in flight physical health concerns.
In addition to studies about common travel related worries and anxieties, much research during the past 30 years examines culture shock or adjustment stress. This research spans the disciplines of sociology, psychology, and anthropology, and focuses primarily on the culture shock phenomenon and adjustment problems for long term travelers including immigrants, refugees, and expatriates, such as diplomats, foreign students, Peace Corps volunteers, and employees of multinational corporations who remain overseas for several years. These data support an association between culture shock and a longer duration of stay (Furnham, 1986; Kim, 1988; Torbiorn, 1982) .
The term culture shock, first coined by Oberg (1960) , describes a complex psychosocial, anxiety, or stress related syndrome. The syndrome embodies a constellation of symptoms and reactions, which represent a state of either mild or extreme emotional turmoil associated with disorientation, dislocation, and distress. In this context, travel to other countries produces psychosocial distress in individuals, which requires different degrees of adjustment by the individual (Redmond, 1993; Torbiorn, 1982; Walton, 1990) . More recently, culture shock describes a stress reaction when making a cross cultural transition (Armes, 1989; Copeland, 1985; Furnham, 1987; Stewart, 1998; Walton, 1990) . Transitional experiences of interacting with different people or coping with unfamiliar situations actually produces cultural shock (Harris, 1987) . Zapf (1991) summarized these perspectives when he stated culture shock occurs "when a person moving to a new culture finds familiar cues from home are suddenly replaced with strange, ambiguous, and unpredictable cues in the new setting." Descriptions of the culture shock phenomenon frequently incorporate the dual notions of a stressful experience and a long term relocation. Effects can range from minor symptoms of stress and anxiety to full blown psychological disturbances. In essence, the build up of stress or accumulation of symptoms during a period of months best describes the psychological crisis experienced as culture shock (Spradley, 1972) .
No research reports on the incidence or prevalence of culture shock for short term IBTs. Moreover, only a few studies (Kealey, 1989; Ruben, 1979; Torbiorn, 1982; Zapf, 1993) reported on the rate of culture shock among other travelers. Despite the lack of data, many authors (Copeland, 1985; Furnham, 1986 Furnham, , 1987 Kim, 1987 Kim, , 1988 believe no one has immunity from culture shock and everyone experiences it, albeit in varying degrees, when in an unfamiliar cultural context.
FACTORS CONTRIBUTING TO PSYCHOSOCIAL HEALTH PROBLEMS
Extensive research exists related to the factors affecting psychosocial health. Again, this research primarily concentrates on examining predictor variables for intercultural adjustment of long term expatriates like students, business persons, and their families (Parker, 1993) . These data are not generalizable to business travelers, who likely take frequent short business trips without their families.
Fortunately, data for IBTs has begun to emerge. In the Striker (1999) study, the researchers conducted extensive factor analysis for potential travel stress correlates for IBTs. Specifically, multivariate canonical correlation analysis showed increased travel stress associated with seven predictors (0.69, p = .0001). The seven predictors AUGUST 2000, VOL. 48, NO.8 include: "perceived negative impact of travel on family and personal life, an attitude that a day of recuperative rest is necessary, greater jet lag concern, greater workload upon return, isolation from family and friends, preoccupation with personal and family concerns, and...worry about personal health and safety" (Striker, 1999) . Interestingly, whereas age, gender, number of days working abroad, and time zone travel did not relate to travel stress, a reduction in travel stress occurred with an increase in the number of business trips. These findings disagree with other research (Liese, 1998 ) that showed an increase in psychological disorders among more frequent travelers. It is noteworthy that Striker (1999) did not report how living and working in new, unfamiliar cultural settings affects the stress levels of IBTs. Nevertheless, their research explored the importance of family, health, and work issues for this population and confirmed the need for further study.
Other data exist concerning short term business travelers that describe the presence of culture shock or adjustment stress and possible contributing factors. These anecdotal and descriptive accounts reflect an ongoing debate in the literature. The debate centers on whether culture shock exists for short term business travelers and whether certain conditions contribute to stress in this population. On one side of the debate, Copeland (1985) suggested business travelers have fewer problems because they stay in better class hotels catering to foreign travelers. Similarly, Furnham (1986 argued business travelers likely have fewer difficulties and adjust more successfully because:
• They stay for short periods of time and for specific purposes.
• They are older and more mature.
• Home office structures and schedules their time.
• Support networks in "accommodation enclaves" insulate them against cultural difficulties.
• They are more apt to be on equal footing with host national counterparts.
The other side of the debate argued business travelers have more susceptibility to psychological problems because certain factors impede their psychological adjustment. Copeland (1985) said lack of family support negatively impacts the psychological health of short term IBTs and suggested a lack of family life, with its nurturing relationships, can lead business travelers to minimize travel or consume excess alcohol. Walton (1990) also suggested short term assignments present more difficulties because of limited time available to understand and act appropriately in the new culture. Similarly, those without adequate preparation for long term assignments likely experience a greater degree of culture shock (Kim, 1988) . Years ago Harris (1979) colorfully described the effect of short term international assignments on employees when he noted:
...oil companies constantly send specialists from here to there on very short assignments. The effect on this type of manager is that he becomes a kind of zombie. After a while he cannot relate to his home culture or to his family. These managers have a high divorce rate. The man becomes a money machine, feeding the family money... [but] [h]e just doesn't fit in anywhere.
The limited psychological and sociological data available suggest traveling, living, and working in foreign countries contribute to milder forms of anxiety, stress, and worries, and possibly more serious concerns like adjustment stress and culture shock for IBTs. Indeed, short term IBTs who travel frequently may exhibit symptoms of guilt or depression when leaving spouses alone to handle family issues or "burnout" as a result of demanding work, short turnarounds, or repeated pressures in a new culture. Together the data suggest other contributing factors include age, length of stay, accommodation, family support, relationships with host nationals, preparation and work pressures. They possibly have some association with the symptoms of stress for short term IBTs. As noted, few empirical studies measure these and other potential factors. The field needs research to clarify the experience of travel stress or culture shock for IBTs and to understand the factors causing or contributing to stress or culture shock and influencing recovery or adjustment.
CONCLUSION
This literature review reveals occupational health practitioners have limited data on which to base their advice and develop programs for short term IBT clients. Furthermore, the literature does not reveal physical and psychological morbidity data for the short term IBT. However, data for other travelers strongly suggest IBTs run a high risk and probability for travel related stress and physi al health problems. The literature also supports the otion that multiple factors can influence the physiologi al and psychological health of people traveling to and iving and working in new and different environments. tudies demonstrate various sociodemographic, person pretravel, travel related, work, and environmental fact rs play a role in influencing the health of travelers. H wever, for the most part, sampling in these studies ofte focuses on other nonbusiness travelers.
Researc ers first have to determine if IBTs have different health roblems and experiences than other travelers. In additi to standard physiological and psychological health is es, business related issues require study from an occu ational health perspective. Only then can occupational health practitioners collaborate effectively with IBTs and companies on proactive prevention strategies for work related travel health problems.
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3. Few studies examine the travel related health problems of international business travelers (IBTs). Research exists for other travelers, such as tourists, which begins to help clinicians understand the potential health problems faced by IBTs.
4.
Health Problems Associated With International Business
A review of the literature reveals 36% to 54% of travelers experience physical health problems such as traveler's diarrhea, insomnia, respiratory problems, and skin problems; 6% to 18% report accidents and injuries while abroad.
Psychosocial data are equally limited, but support the idea that IBTs may experience stress, anxiety, culture shock, and adjustment problems while overseas.
Multiple factors likely contribute to the physical and psychosocial health experiences of IBTs. The historical lack of data for this population of workers combined with the trend towards globalization confirm the need for further study from an occupational health perspective.
